Northampton Mr. R. S. Garden: The operative treatment of cervical fractures of the femur was discussed against the background of the anatomical and functional features of the femoral head and neck. Adequate reduction was considered to be the essential preliminary to any form of treatment.
The internal weight-bearing system in the proximal end of the femur was believed to be compressive in nature, and the main load direction was shown to run in a steep line within the head and neck. It was felt that internal fixation should respect this system; if both weight-bearing and the maintenance of reduction were to be achieved.
The results of treatment in a series of 137 patients who had been treated by means of the low-angle Kuntscher nail over the past five years were examined. 36 patients who sustained incomplete, mid-cervical, basal or intertrochanteric fractures, and who had survived a three-month period, all united without deformity. Of 56 patients who had sustained fully displaced subcapital injuries, and who had been followed up for at least twelve months, 75 % had united well.
Further examination showed that union had followed in almost every case in which good reduction had been achieved, whilst poor reduction had invariably resulted in ultimate failure. In the presence of unsatisfactory reposition of the fragments, therefore, the use of low-angle fixation with early weight-bearing was to be regarded as a worthless procedure.
Mr. W. R. D. Mitchell: My first point is aplea for early weight-bearing. Most of these patients are over 70 years of age and six or twelve weeks off their feet leads to other complications. Unfortunately the neck of the femur is angulated in relation to the shaft and as in the angulated fracture of the tibia weight-bearing leads to nonunion. By a suitable pinning technique, however, varus can be reduced or eliminated and the intact calcar femorale of the shaft brought medial to the point of weight-bearing on the femoral head. Weight-bearing now results in impaction which we are all agreed is desirable, and I believe it is most important in the first three weeks following fracture.
My technique now is to reduce into a valgus position if possible and impact heavily before inserting the guide wire when the femur is exposed. A low nail resting on the calcar femorale is inserted, but if it has not been possible to reduce the fracture so that the calcar femorale of the shaft lies medial to the point of weightbearing of the head, a subtrochanteric angulation osteotomy is done after a wide-angle Jewett nail plate has been inserted low in the neck. After operation the patient is got out of bed as soon as possible and is taught to stand on a wide base holding on to the end of the bed and swaying from side to side. In a day or two walking with full weight-bearing is encouraged, at first with a wide base.
In our series avascular necrosis in a group treated by this method was about 4% compared with 94% in the rest, but the group was too small to draw conclusions. In our analysis we tried to reconstruct the spatial relationships of the fractured surfaces. We have the impression that about 25% of cervical fractures fell into a group where there was appreciable "coning out" of the femoral neck. It was in this group where we encountered most trouble. I suggest that early ambulation with a lowangle nail as described by Mr. R. S. Garden gives better and not worse results than treatment where weight-bearing is delayed. More frequent use of the angulation osteotomy for certain types of fracture is advocated.
